Background: The increasing incidence of multiple sclerosis (MS) over the previous decade in Iran has been examined in the literature. This chronic and unpredictable disease creates psychological impairment, including uncertainty, among patients. It is important to examine the extent of uncertainty experienced by patients with MS and their spiritual wellbeing. It could also be useful to assess the relationship between these two variables. Purpose: This study was conducted to examine the relationship between spiritual wellbeing and uncertainty among MS patients in south-east Iran. Method: The sample in this cross-sectional, descriptive study comprised 200 non-hospitalised patients with MS referred to a disease centre in Kerman (south-east Iran). Using the Mishel Uncertainty in Illness Scale (MUIS-C) and spiritual wellbeing scale (SWB), data were collected and analysed. Results: The study results showed that the total mean score of SWB was 93.81 (SD=15.25). The mean score of the sub-scale of religious wellbeing was greater than the sub-scale of existential wellbeing (50.80 vs 43.01). The mean score of uncertainty scale was 67.20 (12/35). The highest mean score belonged to the sub-category of ambiguity (32.24±7.90). Pearson correlation test showed that perceived uncertainty score negatively correlated with spiritual wellbeing (r=-0.345; p=0.000), existential wellbeing (r=-0.421; p=0/00) and religious wellbeing (r=-0.172; p=0.015). Conclusion: MS patients should be offered opportunities to reflect on their experiences, feelings, actions and reactions to spirituality to enhance the possibility of using their personal experiences as part of positive and constructive learning. The study results suggest that information about spirituality and spiritual care should be included in the continuous and in-service education of MS patients and nurses working with them.
M
ultiple sclerosis (MS) is a chronic, autoimmune demyelinating disease of the central nervous system that is more common in women than men and, in general, in people between the ages of 20 and 50 years, with a universal prevalence of approximately 2.5 million people (Dennison et al, 2009; Brass et al, 2010) . MS has various forms:
• Benign -symptoms are so mild that patients do not seek health care or treatment • Relapsing remitting (80-85% of cases) -complete recovery between relapses • Primary progressive (10% of cases) -disabling symptoms steadily increase • Progressive relapsing (least common, about 5% of cases) -characterised by relapses with continuous disabling progression between exacerbations.
The prevalence of MS in Tehran, Iran, was estimated to be at least 51.9 per 100,000 between 2000 and 2010 (Sahraian et al, 2010) . Visual impairment was the main presenting symptom. Mean age of disease onset was 27.24 (SD=8.32). A relapsing-remitting pattern was recognised in 84.9% of the patients. The number of new registrations tripled from 2002 to 2008 and the female to male ratio increased from 2 to 3.12 (Sahraian et al, 2010) .
The disease is considered to be the second most common cause of neurological disability among the young work force. This commonly occurs in people who live in a hot climate. The prevalence of the disease is high in all of Europe, New Zealand, South Australia, northern areas of the US and southern areas of Canada, and the western North Pacific Ocean (Christensen and Kockrow, 2006; Brunner et al, 2009 ). The disease is characterised by relapsing and remitting neurological symptoms, such as weakness, numbness, vertigo, cognitive changes and blindness, leading long term to physical disability (Brass et al, 2010) .
MS is a progressive disease involving different steps including diagnosis, prognosis and determination of disease course. Each step is characterised by uncertainty (Kopke et al, 2012) , defined as an individual's lack of ability to determine the meaning of illness-related events. According to Michel, the erratic nature of symptom onset and disease progression is a significant source of illness-related uncertainty (Lin et al, 2013) . The heterogeneous nature of MS, with its unpredictable exacerbations, lack of cure and eventual functional impairment often leads individuals to perceive their illness as highly unpredictable and uncertain. Previous research has indicated that illness uncertainty is related to diminished mood
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• Ambiguity: cues about the state of the illness are vague and indistinct, and tend to blur and overlap • Complexity: cues about treatment and the system of care are multiple and varied • Inconsistency: information changes frequently or is not in accord with information previously received • Unpredictability: lack of contingency between illness and treatment cues, and illness outcome (Colagreco et al, 2013) . Uncertainty occurs in situations where the decision-maker cannot assign definite values to objects and events and/or is unable to accurately predict outcomes because sufficient cues are lacking (Bailey et al, 2009 ). The course of MS is idiosyncratic and unpredictable, the exact causes are poorly understood and there is no known cure (Dennison et al, 2009 ). According to McNulty et al (2004) this has led many investigators and theorists to view uncertainty as one of the greatest challenges in successful adaptation to chronic illness (McNulty et al, 2004) . They go on to say that, given the debilitating nature of the disorder and its unpredictable development, there is a great deal of uncertainty about the future health and wellbeing of MS sufferers (McCabe et al, 2004) .
It is known that high levels of uncertainty usually lead to psychological distress, including anxiety, powerlessness and depression (Livneh and Antonak, 2005) . The incidence of depression and related diagnoses in people with MS is 40-50% higher than in the general population (Vanner et al, 2008) . The amount of uncertainty may be related to variability in the pattern of symptoms, complexity of care and treatment, lack of information regarding the illness and treatment, and the unpredictable nature of the trajectory of the illness (Anema et al, 2009 ).
According to Wink et al (2007) , reduced uncertainty can help patients adapt to an illness experience. Earlier studies suggested that spiritual beliefs may be best considered as a coping strategy used by individuals to assist them in emotionally adjusting to life circumstances and stressors, consistent with the buffer hypothesis (Johnston et al, 2012) . Gall et al (2005) focused on the process of religious coping behaviour in response to various life stressors. They continue to expand the application of these religious and spiritual domains in the coping process, most recently addressing the importance of spiritual attachment (connection) to God as a key factor in driving the religious coping process. They go on to suggest that a relationship with God appears to provide the individual with a sense of empowerment in the face of a difficult life situation (Gall et al, 2005) . McNulty et al (2004) believe that spiritual and religious variables may reduce the effect of uncertainty on psychosocial maladjustment (McNulty et al, 2004) . A person's state of spirituality in terms of opinions and relationship with God corresponds to their sense of meaning and purpose in life (Chng, 2011) . Ledbetter et al (1991) stated that spiritual wellbeing has a two-dimensional construct, including religious wellbeing and existential wellbeing. They continued that religious wellbeing relates to God or even to a transcendent dimension, and existential wellbeing relates to a sense of life purpose and life satisfaction, without any specific reference to a higher power (Ledbetter et al, 1991) .
However, no clear consensus exists between the definition of religion and the concept of spirituality in the current literature. For example, some researchers posit that religion is concerned primarily with learning from the experience of others and spirituality is concerned with urging one to initiate his or her own experiences. Others suggest that religion can be thought of as a set of shared beliefs and practices, and spirituality the application of those beliefs and practices. In essence, individuals rely on their belief in a loving, supportive higher power to help them emotionally adjust to stress (Bredle et al, 2011) .
A review of the literature showed that some studies have examined the relationship between spiritual wellbeing and perceived uncertainty among patients with different diseases. McNulty et al (2004) used a spiritual wellbeing scale and the Michel Uncertainty in Illness Scale (MUISCommunity Form (MUIS-C)) to assess perceived uncertainty, spiritual wellbeing and psychosocial adaptation in individuals with MS. They found a significant correlation between psychosocial adaptation with uncertainty and both dimensions of spiritual wellbeing. Higher levels of perceived uncertainty and decreased reliance on spiritual wellbeing were associated with lower levels of psychosocial adaptation (McNulty et al, 2004) .
In a cross-sectional study conducted with 58 people with fibromyalgia syndrome (FMS), Anema et al (2009) concluded that there is a positive relationship between symptom pattern variability and uncertainty. They found that there is a positive relationship between uncertainty and Research © 2014 MA Healthcare Ltd poor psychosocial adaptation in adults with FMS. Participants who had greater levels of existential wellbeing were able to better adapt to the uncertainty associated with FMS (Anema et al, 2009 ). In a cross-sectional study in the USA, Bailey et al (2009) conducted a study to evaluate uncertainty, symptoms and quality of life among people with chronic hepatitis C. They used MUIS-C to fulfil this goal. They reported that ambiguity had the strongest relationships with depressive symptoms, quality of life and fatigue (Bailey et al, 2009 ). In 2009, Cotton et al examined the differential impact of existential vs religious wellbeing on mental health among young people with inflammatory bowel disease. They stated that existential wellbeing was associated with mental health and that higher levels of existential wellbeing were significantly associated with fewer depressive symptoms (Cotton et al, 2009 ).
In Iran, Allahbakhshian et al (2010) assessed the relationship between spiritual wellbeing and quality of life among patients referred to an MS centre. They concluded that there is a significant relationship between existential wellbeing, and physical and psychological dimensions of life quality (Allahbakhshian et al, 2010) . Maikranz et al (2007) evaluated the relationship of hope and illness-related uncertainty with emotional adjustment and adherence among paediatric renal and liver transplant recipients. They concluded that hope and uncertainty were related with both depressive symptoms and anxiety. They found that depressive symptoms were associated with treatment adherence (Maikranz et al, 2007) .
According to the literature, spirituality or spiritual wellbeing has a positive effect on quality of life of patients with disease. It also positively associated with psychological impairments caused by uncertainty. According to the statistical resources, it seems that the prevalence of MS has increased to a medium-to-high risk level in Iran. The mean age of onset was similar to other studies but the calculated prevalence of early onset MS was increased. The cumulative data indicate that the female-to-male ratio is increasing annually (Sahraian et al, 2010) .
Earlier studies indicate that uncertainty is a prominent source of stress, placing the individual with MS at increased risk of emotional difficulties. Therefore, it is important to examine the amount of uncertainty among patients with MS and their spiritual wellbeing. It could also be useful to assess the relationship between these two variables. This study was conducted to fulfil these goals in south-east Iran. 
Method
Research design
This cross-sectional, descriptive study aimed to examine the relationship between uncertainty and the spiritual wellbeing of patients with MS. Approval was obtained from the head of Kerman Medical University before the data collection.
Sampling and setting
A convenience sample consisting of 200 non-hospitalised MS patients referred to a specific disease centre participated in this study.
Instruments
Background information A questionnaire was designed to obtain background information that was assumed to influence spiritual wellbeing on perceived uncertainty. It was developed based on three categories: personal characteristics, such as first name and last name, gender, age and marital status, education and residence; professional characteristics, such as job and employment status; and disease characteristics, such as a family history of MS, onset of disease and name of medication.
Uncertainty scale
Perceived uncertainty was measured by the Mishel Uncertainty in Illness Scale (MUISCommunity Form (MUIS-C); Mishel and Epstein, 1997 ). An interpreted version of the MUIS-C form was used to measure uncertainty in an outpatient department. This questionnaire was designed for use in non-hospitalised patients. It consists of 23 questions categorised in four subscales:
• Ambiguity (bodily cues about the state of the illness are unclear or ever changing and they may be confused with other illness concerns; for example, 'The course of my illness keeps changing. I have good days and bad days') • Complexity (treatment, management or the healthcare system are difficult to understand; for example, 'The doctors and nurses use everyday language so I can understand what they are saying') • Inconsistency (receiving information from healthcare providers that changes frequently or is not viewed as consistent with previously received information; for example, 'The doctors say things to me that have many meanings' • Unpredictability (present illness experience is not congruent with previous illness experiences; for example, 'I am certain they will not find anything else wrong with me'). Uncertainty score was the sum of these four sub-groups and was ranged between 23 and 115. The highest possible total score was 115 with higher scores indicating a greater level of uncertainty. Using a 5-point Likert type scale, responses ranged from SA (strongly agree) to SD (strongly disagree).
According to Mishel and Epstein (1997) , the scale indicated high content validity and a mod- As the study participants were MS patients, the questionnaire items were discussed with two neurologists and two doctors working with MS patients. The translation was revised in light of their comments. A teacher of English at Razi Faculty of Nursing and Midwifery back-translated the questionnaire and both versions were compared by SI and BT for any discrepancies. Next, a pilot group of 10 nurses from the study were asked to read the questionnaire and make their comments on it. Each item was discussed.
All items except two (numbers 12 and 15) were straightforward and no major changes were made. Some nurses in the pilot group said that item 19 was difficult to understand and suggested some alternative options, but these deviated considerably from the original item and it was decided to stick to the original version. The validity and reliability of the scale was rechecked in the context of study. Ten faculty members at the Nursing and Midwifery School reviewed the content of the scales from cultural and religious aspects. They agreed that the scale was appropriate in terms of culture and religion to be used in the research context. To reassess the reliability of the translated scale, alpha co-efficients of internal consistency for each sub-scale (n=18) was computed. The alpha co-efficient for MUIS-C was 0.77 and 0.78, 0.70 and 0.69 for ambiguity, complexity and inconsistency domains respectively, so the translated scale presented acceptable reliability and validity.
Spiritual wellbeing scale
To assess participants' spiritual wellbeing, a spiritual wellbeing scale (SWB) (Ellison, 1983) was used. This consisted of 20 items. The response rate ranged between 1 and 6 (1=strongly disagree; 6=completely agree). The scale had two categories: religious wellbeing (RWB with 10 items) and existential wellbeing (EWB with 10 items).
RWB assessed the participant's sense of wellbeing in relation to God and religious practices (for example, 'I don't know who I am, where I came from, or where I'm going'). EWB measured the participant's sense of meaning, purpose and satisfaction with life (for example, 'I believe that God loves me and cares about me'). The response rate ranged between 1 and 6 (1=completely disagree; 6=completely agree). About half of the items were worded in a reverse direction to minimise any response bias. Negatively worded items were reverse scored. Even-numbered items assessed existential wellbeing and odd-numbered items assessed religious wellbeing. The overall SWB score was computed by summing responses to all 20 items and the range was between 20 and 120. Higher scores reflected a higher degree of SWB. In the Iranian context, this questionnaire was translated and used by Allahbakhshian et al in 2010. They reported that the reliability of the scale was 0.82 and had an acceptable content validity (Allahbakhshian et al, 2010) . McNulty et al (2004) also reported that the reliability of SWB and its sub-scales including RWB and EWB were acceptable (SWB=0.98; RWB=0.93; EWB=0.97).
Data collection and analysis
The questionnaires were accompanied by a letter including some information about the aim of the study, and were handed out by the second author to 200 MS patients who had been referred to a specific disease centre (a centre where patients with life-threatening diseases, such as cancer, MS and haemophilia, are visited by specialists, receive medication and participate in educational programmes) over a four-month period (December 2012 -April 2013 . Some oral information about the study was also given by the second author. Participation in the study was Table 4 . Spiritual wellbeing mean scores voluntary and anonymous, and 200 sets of questionnaires were distributed with no drop-outs. Data from the questionnaires were analysed using the Statistical Package for the Social Sciences (SPSS). Descriptive statistics were computed for the study variables. To examine the correlation between MUIS-C scores and SWB scores, Pearson correlation was used. To examine the correlation between MUIS-C score/SWB scores and demographic factors, one-way ANOVA and independent t-test was used. The significance level considered p <0.05.
Results
Participants
A descriptive analysis of background information (Table 1 ) revealed that the participants were aged 18-58 years, with a mean age of 43 years. A total of 79.5% of participants were female and 67.5% were married; 46.5% had obtained a diploma or higher; 87% of participants had no family history of disease; 41.5% of participants described themselves as a housewife; 84% of participants live in Kerman (centre of the province) and 66% of participants had a one-to-five-year history of MS. Almost half of the respondents used CinnoVex ( Table 1 ). Table 2 shows the total mean score of participants' SWB and its dimensions. The mean total score of SWB was 93.81. The mean score of the sub-category of EWB was 43.01 and for the RWB category was 50.80. The mean score of RWB was higher than that of EWB. The mean score of SWB could be categorised into three levels: low (20-40); moderate (41-99); and high (100-120) ( Table 3) . Fifty-six per cent of participants were scored as moderate; 43% high and the rest had a low level of SWB. The highest mean score in the category of RWB belonged to item 3 ('I believe that God loves me and cares about me' (5.32) and the lowest belonged to item 7 ('I have a personally meaningful relationship with God') (4.80). In the EWB category the highest mean score belonged to item 2: ('I don't know who I am, where I came from, or where I'm going') (5.15) and the lowest belonged to item 16 ('I feel that life is full of conflict and unhappiness') (3.32) ( Table 2) . 10 ('My treatment is too complex to figure out') (2.71). The highest mean score in category of complexity belonged to item 22 ('The seriousness of my illness has been determined (2.72) and the lowest belonged to item 23 ('The doctors and nurses use everyday language so I can understand what they are saying') (2.06). The highest mean score in category of inconsistency belonged to item 2 ('I have a lot of questions without answers') (3.58) and the lowest belonged to item 21 ('They have not given me a specific diagnosis') (2.30) ( Table 2 ).
SWB
MUIS-C
Correlations
The results indicated no significant correlation between the sub-categories of SWB and MUIS-C with age, occupation, employment status, family history of disease, type of drug and the onset time of disease (Table 4) . A weak correlation was found between patients' residence and the subscale of ambiguity (p=0.026) so that the mean score of ambiguity among people who lived in the centre of the province (31.97±8.10) was lower than those who lived in the other parts of province (33.68±6.64).
There was a positive correlation between level of education and SWB (p=0.011) and MUIS-C (p=0.014). The mean score of RWB of participants who had a diploma or lower-level qualification was greater than those who had a higher level of education. The mean score of EWB of participants who had a bachelor degree or higher was greater than those who had achieved a lower level of education. The mean score of MUIS-C in participants who had achieved a diploma was greater than the others.
Although no correlation was found between sex and mean scores of SWBs, females had a greater mean score of SWB (both religious and existential) compared to males (Table 5) . According to Pearson correlation, MUIS-C negatively correlated with total SWB (r=-0.34; p=0.001), EWB score scale (r=-0.42; p=0.01) and RWB score scale (r=-0.17; p=0.01) ( Table 6 ). SWB and its two sub-scales negatively correlated with sub-categories of MUIS-C, including ambiguity (r=-036; p=0.001), complexity (r=-0.17; p=0.01) and inconsistency (r=-0.17; p=0.01) ( Table 6 ).
Discussion
There is limited information on the use of these measures in people with MS. The results of this study revealed that the SWB of 56% of participants was in the moderate range (41-99) and 43% was in the high range (100-120) ( Table 3) . The results of the present study are consistent with the findings of previous studies that examined the SWB of MS patients (Allahbakhshian et al, 2010) and those with cancer (Moghimian and Salmani, 2012; Musarezai et al, 2012) . The majority of participants in three studies had moderate SWB. According to Taleghani et al (2006) , Iranian patients with chronic disease used a variety of religious/spiritual coping activities, and these specific religious approaches should be considered as fundamental to their coping strategies.
They reported two major coping strategies (acceptance of the disease as God's will and spiritual fighting) among Iranian breast cancer patients. Most patients in their study believed that their disease was part of a religious fate, something selected by God for them for which there was no way out but surrender. The other indication expressed by breast cancer patients was that they believed their disease to be some form of test by God and they mentioned that their disease was God's examination, which they ought to pass with pride (Taleghani et al, 2006) .
In this study, the mean score of MUIS-C was 67.20. The highest mean score in this scale was in the sub-scale of ambiguity (32.24). MS is idiosyncratic and unpredictable, its exact causes are Table 6 . Correlation between MUIS-C measured factors and SWB scores weakly understood and it has no known cure (Dennison et al, 2009) , and patients suffer great uncertainty about their future health and wellbeing (McCabe et al, 2004) . This uncertainty could also be due to patients' inability to determine the meaning of illness-related events and to the potential risk that the disease poses (Vera, 2009 ).
According to the present study findings, there is a negative correlation between SWB and MUIS-C. Momeni reported that, among breast cancer patients, depression emerged due to uncertainty, concluding that the religious dimension of spiritual wellbeing negatively correlated with patients' uncertainty (Momeni . Strong cultural and religious beliefs help patients to overcome their uncertainty through trust in God, submission to divine fate and a feeling of God's presence in their life. Based on the findings of the present study, the mean score of the religious dimension was higher than that of existential dimension. This is supported by earlier studies (Rezaei et al, 2009; Musarezai, 2012) . As the majority of Iranians are religious (Iranmanesh et al, 2008) , religious beliefs are often integrated into Iranians' views on health and disease. In Iran, researchers (Taleghani et al, 2006; Farsi et al, 2010; Heidary and Mahmody, 2009 ) concluded that a belief that everyone has a predetermined fate and should be satisfied and accepting of that fate is the most common coping strategy among Iranian patients with chronic disease (Taleghani et al, 2006; Heidary and Mahmody, 2009; Farsi et al, 2010) .
Similarly, an earlier study conducted by McNulty et al (2004) showed a significant negative correlation between MUIS-C and SWB in patients with MS (McNulty et al, 2004) . Salmoirago-Blotcher et al (2012) concluded that psychological distress is reduced among implantable cardioverter defibrillator patients who had a high level of SWB (Salmoirago-Blotcher et al, 2012) . Likewise, Anema et al (2009) showed that in individuals with fibromyalgia syndrome, an existential dimension of SWB had a greater direct effect on uncertainty compared to the religious dimension. According to the results of the current study there was no relationship between SWB and demographic characteristics (age, sex, occupation, marital status, employment status, family history of disease, type of treatment and the onset of illness). Similarly, Allahbakhshian et al (2010) found no correlation between the SWB of MS patients and their demographic variables (age, marital status and employment status) (Allahbakhshian, 2010) . However, McNulty et al (2004) reported a significant positive correlation between age and uncertainty, as well as an existential dimension of spiritual wellbeing (McNulty et al, 2004) .
The results indicated that type of residency is significantly correlated with uncertainty, so that the mean score of uncertainty among participants living in small cities was higher than those who live in Kerman (centre of the province). This could be related to the fact that, compared to the small cities, the centre of the province has more widely available medical and non-medical support (such as monthly training sessions, counselling, physiotherapy and therapeutic sports such as relaxation and yoga classes) for MS patients. In the centre of the province, access to medicines and specialists is also better than in small cities. Based on the findings, level of education was correlated with SWB and MUIS-C. The mean score of SWB and EWB of patients with a high level of education was greater than those with a low level of education. In contrast, the religious wellbeing of patients with a low level of education was greater than those with a higher level of education. Rezaei et al (2009) reported that, compared to those who had a high level of education, cancerous patients who had low levels of education had a higher level of spiritual wellbeing (Rezaei et al, 2009 ). Musarezai et al (2012) and Sadat Aghahosseini et al (2012) reported no significant correlation between spiritual wellbeing and level of education. The mean score for MUIS-C of patients with a low level of education was greater than those with a high level of education. Mishel and Epstein (1997) also claimed that the mean uncertainty score decreases with an increase in the level of education (Mishel and Epstein, 1997) . Vera et al (2009) reported no significant association between level of education and MUIS-C among cancer patients (Vera, 2009) . However, the results of this study indicated that level of education positively associates existential wellbeing and negatively correlates MUIS-C.
According to Mishel and Epstein (1988) , when healthcare providers offer information regarding the course of a disease and address patient concerns, patients may feel more comfortable dealing with symptoms and making treatment decisions, thereby decreasing uncertainty and improving their daily lives (Suzuki, 2012) . A higher level of education may increase patients' knowledge and awareness of the real nature of the disease. Compared to those who had a low level of education, patients with a high level of education are possibly more interested in participating in educational programmes about MS. Patients with a high level of education are more able to cope with the disease than those with a low level of 
Study limitations
Our study has several limitations: the sample of participants is not representative of all MS patients; use of self-report questionnaires may lead to an overestimation of some of the findings due to variance; and the correlational design does not support causal inferences.
Conclusion
This study provides nurses and other healthcare professionals with valuable information about how MS patients' spiritual wellbeing and, specifically, their religious wellbeing, affect uncertainty about the disease. MS patients should be offered opportunities to reflect on their experiences, feelings, actions and reactions to spirituality to enhance the possibility of using their personal experience as a part of positive and constructive learning. This requires access to professional supervision for reflecting and reinterpreting their personal and professional experiences.
The results of this study suggest that information about spirituality and spiritual care should be included in the continuous and in-service education of MS patients and nurses working with them. Appropriate plans aimed at raising MS patients' self-awareness of their spirituality and spiritual wellbeing, accompanied by interventions intended to improve them, are important parts of educational programmes. The study findings may provide a framework for designing an approach to nursing care that promotes coping processes among Muslim patients learning to live with MS.
Chronic diseases, such as MS, that have an unpredictable course and symptoms can cause uncertainty and other mental health problems in patients, and the findings of this study suggest that a high SWB may be a major factor in reducing uncertainty. Therefore, SWB and spiritual care and attention to approaches to SWB promotion should be a priority for healthcare professionals, particularly nurses, who have the most communication with patients. To maintain health and help patients adapt to their illness, attention should be paid to the importance of SWB and further qualitative and quantitative studies are required in the field of uncertainty management and MUIS-C in patients with other chronic diseases in other cities. The findings of this study suggest the need for studies to develop evidencebased clinical guidelines to better manage uncertainty and SWB.
Two thirds of the present study sample had been diagnosed for less than six years. Therefore, these findings may be more applicable to those more newly diagnosed. The authors suggest that future research could assess the relationship between spiritual wellbeing and other measures, such as quality of life and stress in MS patients.
